A case of invasive squamous cell carcinoma of the vulva is reported in a patient whose husband had recently undergone treatment for squamous cell carcinoma of the penis. The role of sexually transmissible agents in the aetiology of both of these tumours is discussed.
Case report
A 73-year-old woman initially noticed a small 'wart' on her vulva two years prior to presentation. Despite progressive enlargement and ulceration of the lesion she was too embarrassed to seek medical attention. Bleeding and foul-smelling discharge from the mass finally forced her to seek medical advice. At this point, a fungating, ulcerated, secondarily infected carcinoma involving both labia majora and minora, the clitoris and obscuring the .anterior urethra was noted. In addition, lymph nodes were palpable in both inguinal areas with accompanying lymphoedema of both lower extremities. Her presentation was further complicated by severe uterine prolapse. Histological review of a superficial biopsy demonstrated squamous cell carcinoma. The absence of distant spread of her neoplasm was confirmed by chest X-ray, bone scan, liver function tests and abdominal ultrasound. Lymphangiography demonstrated bilateral inguinal node metastases but no involvement of the more cephalid nodes in the ilial or para-aortic regions. Intravenous pyelography demonstrated bilateral hydronephrosis from ureterovesical obstruction most likely due to her procidentia rather than tumour involvement of her trigone. Examination under anaesthesia revealed carcinomatosis infiltration of the distal urethra, but sparing of her proximal urethra and bladder neck. During the course of these investigations the patient developed a septicaemia unresponsive to broad spectrum antibiotics. At her family's request no aggressive measures were undertaken and she subsequently died.
At about the time of onset of this patient's symptoms, her husband, a 66-year-old butcher, presented at another hospital with a painless lump under his foreskin which he had first noticed one month previously. An ulcerated tumour, 2 em in diameter, was noted on the left side of the glans. Superficial biopsy demonstrated a well-differentiated invasive squamous cell carcinoma. Partial amputation of the penis was performed, histological review of the surgical specimen confirmed well-differentiated squamous cell carcinoma with deep invasion. Two years later he presented with a lump in his left groin. Bloc-dissection of his inguinal lymph nodes confirmed metastatic squamous cell carcinoma. He subsequently received a course of radiotherapy. When last seen two years later there was no evidence of recurrence at either site. Shortly after this he moved to another area and his present condition is unknown.
Discussion
This report lends support to the hypothesis that a sexually transmitted agent may be involved in the aetiology of tumours of the lower genital tract in both sexes. Human papillomavirus DNA sequences and antigens related to herpes simplex virus type II have been detected in vulvar and penile carcinoma cells':". Condylomatous lesions induced by human papillomavirus have been noted to precede squamous cell carcinoma at both of these sites 4 • 5 • Epidemiological studies have shown an association between carcinoma of the penis and carcinoma of the cervix, the wives of men with penile cancer having an increased incidence of in situ and invasive cervical carclnoma't". However, a relationship between penile carcinoma and vulvar carcinoma has not been well described. This is surprising as neoplasms of the lower genital tract in the female are frequently multicentric, between 10% and 30% of patients with vulvar carcinoma having a history of antecedent or concurrent primary carcinoma of the cervix 8 ,9. One case has been reported of carcinoma in situ of the vulva occurring two years after the patient's husband had undergone surgery for carcinoma in situ of the penis10.
Environmental factors cannot be completely excluded for the coincidental appearance of these tumours. Carcinoma of the lower genital tract in both sexes is more common in the lower social claases!'. An increased incidence of both of these tumours has been reported in workers in certain textile Industries", though neither our patient or her husband gave a history of exposure to these occupations.
Whether sexually transmitted or environmental factors are involved in the pathogenesis of these tumours the spouses of affected patients must also be considered at risk and should be followed up for evidence of neoplasia. training, aided nowadays by the FA Regulations, which require one First Aider for 150 employees in factories and workshops, offices and shops, and recommend an 'appointed person' for smaller numbers. A first aid room is required for over 400 employees and guidance notes specifythe contents of first aid boxes.
At the meeting, which was arranged to update the status of FA, Mrs Cowper, Chief Nursing Adviser of the Employment Medical Advisory Service, gave her experience of administrating the regulations in the last three years. The nurses of the HSE give advice on FA standards of provision and equipment and on training of first aiders. Surveys have shown that all companies had FA boxes, but many have no first aider. An 'appointed person' without training is not adequate provision. There are now 700 approved organizations which provide training to a basic standard, with 10 000 trainers and examiners in the UK. The training of first aiders is paid for by employers and, including the cost of lost time spent on courses, is estimated to cost them at least £2.4 million a year. For this they should have someone on the premises who can save lives.
It is hoped that first aid treatment ofeyes will soon beadded to the training syllabus and research is being carried out to develop better wound dressings for industrial uses.
The recent survey showed that St John Ambulance Organization provided the majority of training
